SUMVARY PROGRAM CF HABI LI TATI ON

This is a summary of the client's Habilitation plan on file at the
programsite. This sunmary does not replace nor is it a substitute for
the Habilitation plan for this client, but is submtted to neet Title
XI X and State Medicaid Agency requirenments.

PROGRAM NAME: CENTER #

CLI ENT NAME: ASSI GNED QVRP

AAMR DEFI NED MEASURED | NTELLECTUAL LEVEL:

ADAPTI VE BEHAVI OR LEVEL:

DATE OF BI RTH: MEDI CAI D #

DATE OF | NI TI AL TESTI NG ANDY OR STAFFI NG

PERI OD COVERED BY HABI LI TATI ON PLAN: From to

ASSETS: DEFI CI TS:

MALADAPTI VE BEHAVI CRS:

I NI TI AL HABI LI TATI ON PLAN:

(This is a control |l ed docunent provided to the Departnent of Menta
Heal t h/ Mental Retardation and State Medicaid Agency for the purpose of
Adm ni stration of the Honme and Comunity Based Services specified under
the Waiver in the Al abana State Medicaid Plan.)
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